A 30-year-old gentleman attended the accident and emergency department for right foot pain and swelling after crush injury by a falling air conditioner during
maintenance. There was no external wound or neurovascular compromise elicited on physical examination. Anteroposterior ( Figure 1 
Discussion
Lisfranc injury is first described by a French army field surgeon Jacques Lisfranc de Saint-Martin (1787-1847), and is defined as dislocation of metatarsal bones from their normal articulations with the mid-tarsal bones. Despite its rarity, it carries high morbidity, with about 50% of patients developing post-traumatic degenerative arthritis. 1 It is difficult to diagnose, with an estimate of 20% of all Lisfranc injuries being initially undiagnosed clinically. Diagnostic difficulty and injury sequelae result in high litigation rate surrounding Lisfranc injuries. Therefore, accident & emergency physicians, orthopaedic surgeons and radiologists should familiar themselves with this disease entity.
Injuries to the Lisfranc joint complex can be classified as high impact or low impact trauma. High impact injuries typically occur after direct forces applied to the joint, e.g. in motor vehicle accidents or crush type injuries; while low impact injuries typically occur in midfoot sprains due to indirect forces, e.g. during athletic activities.
Patients usually present with polytrauma in high impact injuries; while in low impact injuries, they present with localised pain and swelling in mid-foot, difficulty in weight bearing and plantar mid-foot ecchymosis.
Conventional radiography is frequently the initial imaging study in these patients. Anteroposterior, lateral and 30
o internally rotated oblique radiographs should be performed, 1 and weight bearing films are recommended when possible as about 50% of low grade mid-foot sprains appear normal on non-weight bearing radiographs. 2 The most reliable indicator of a Lisfranc injury is malalignment at the second tarsometatarsal articulation on anteroposterior radiograph, with lateral displacement of second metatarsal base with respect to intermediate cuneiform. 1 Additionally, a diastasis of more than 2 mm between the first and second tarsometatarsal articulations indicates instability. Other radiographic signs indicative of a Lisfranc injury include fleck sign, which means small chip fractures between the first and second metatarsal bases; malalignment at the third tarsometatarsal articulation on 30 o oblique radiograph; and dorsal displacement of second metatarsal base on lateral radiograph.
When findings on weight bearing radiographs are equivocal, computed tomography or magnetic resonance imaging may be performed to better evaluate the joint (Figure 5 ). Multi-planar computed tomography is ideal to depict subtle bony fractures and is particularly beneficial for cases of high impact trauma. Magnetic resonance imaging is the imaging modality of choice for low impact injury due to its superiority in soft tissue spatial resolution. Management of Lisfranc injuries includes operative and non-operative methods. High grade Lisfranc injuries demonstrating instability or frank dislocation should be treated surgically, while low grade sprain may be treated conservatively.
